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CONSENT FOR TREATMENT UNDER 18 
ASU Health Services 

 

 
Arizona law requires parental consent for the provision of health-related services to individuals 
under 18 years of age. If your student is under 18 and is seeking services provided at ASU Health 
Services, please complete the following document.   

Your signature must be confirmed. The following three pathways are ways your signature can 
be confirmed.  Please print and complete the entire document and then select one of the 
below options in order to verify your signature. 

• Sign in the presence of an ASU Health Services staff member at any ASU Health 
Services clinic. 

• Have the document notarized by a Public Notary. 

• Attach a copy of a government issued ID to the document 

 

Please return these documents through any of the following pathways: 

• Your ASU student can upload this document as an attachment in the 
Downloadable Forms tab of the ASU MyHealth Portal 

• Your student can bring this document to their first appointment at ASU Health 
Services. 

• You may FAX this document to:  480-965-6531 

• You may mail this document to:  ASU Health Services, Arizona State University, 
PO Box 872104, Tempe, AZ 85287-2104 

 
Questions about this document?  Please call us at 480-965-3349 so that we may assist you.  
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ASU Health Services 
Parent/Guardian Consent for Medical Services 
 

Parent/Guardian Name:  ________________________________________________________ 
 
Parent/Guardian Address:  ______________________________________________________ 
 
Parent/Guardian Phone Number: _________________________________________________ 
 
Student Name:  _______________________________________________________________ 
 
Student Date of Birth:___________________________________________________________ 
 
Student ASU ID Number:  _______________________________________________________ 
 

 I affirm I am the legal guardian of the student named above, who is an ASU student and 
is under 18 years at the time this document is being signed. 

 I have legal authority to provide consent. 

 I hereby consent to the provision of medical services by ASU Health Services, Arizona State 
University, to the above-named student. 

 

Parent or Legal Guardian Signature Date 
 
Witness of signature (ASU Health Services staff member):  _____________________________________ 
 

 I choose to verify my signature by uploading my state or country-issued ID, which is attached. 

 I choose to affirm this through a Notary. 

 

Notary Public 

Signature of Parent/Guardian    _________________________________    Date _______________ 

Subscribed and sworn to before me this _____________ day of ___________________, 20_______ 

 

Notary Public   ___________________________________   my commission expires _______________ 
(Raised seal or original stamp – notary seal is mandatory) 
 
 
 
 
 
 
Office Use Only 

For use by ASU Health Services staff when verbal consent is warranted. 
Verbal consent obtained from above-listed parent/guardian (must have 2 witnesses) 

 
Witness #1 Signature:  ______________________________________ Date:  ____________ 
 
Witness #2 Signature:  ______________________________________ Date:  ____________ 
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ASU Health Services     Student Name _________________________ 
Consent for Treatment     Student ID Number _____________________ 

 
Welcome to ASU Health Services (HS) 

SERVICES: ASU Health Services offers timely and accessible health services to currently enrolled 
ASU students. Services are available in person at ASU Downtown Phoenix, Polytechnic, Tempe and 
West Valley locations. Days/hours are located on the webpage at eoss.asu.edu/health. ASU HS 
prioritizes access to same day care in all services in an effort to increase support across the university 
community. 

24/7 Support:  ASU Health Services offers health advice/consultation support 7 days per week 
whenever the Health Services offices are closed.  Call 480-965-3349 and select option 1 to 
connect with a medical professional after-hours. 

PURPOSE: Health services refers to a variety of health interventions that aim to help identify and 
care for medical conditions. 

 
PATIENT RIGHTS: Students seeking support from ASU HS have the right: 
 

• To be treated with respect and dignity and to be provided with courteous, considerate care;  

• To be seen at a time close to the appointment time or within a reasonable time when care is sought 
on a non-appointment basis;  

• To be informed about the diagnoses, treatment and prognosis of the health problem in terms that 
can be understood;  

• To question their health care provider about anything that is not understood about their care;  

• To be informed of the possible risks, side effects of treatment along with alternative methods of 
treatment;  

• To know the names and level of training of all clinicians, nurses and other staff who provide service. 
Patients can decline treatment by any treating provider, or shadowing student or provider-in-training; 

• To receive confidential treatment of their disclosures and medical records and, except when required 
by law, is afforded the opportunity to approve or refuse their release;  

• To participate in decisions involving any health problems;  

• To have access to a second medical opinion before making any decision. The patient can decide not 
to be treated, but must be informed of the medical consequences of refusal;  

• To have all physical examinations, interviews, and discussions take place privately;  

• To have an explanation of any charges for services provided;  

• To expect continuity of care, both within ASU Health Services proper and when transferred to other 
health care providers;  

• To expect that ASU Health Services will provide the necessary assistance during an ASU Health 
Services visit;  

• To express their concern about any treatment they consider unfair. If patients do not receive a 
satisfactory response from the health care provider, or if patients have a suggestions or questions 
about services, patients have the right to contact any member of the Leadership Team or Director of 
ASU Health Services; 

• To decline to participate in experimental research; 

• To change providers to create a more effective provider-patient relationship; 

• To access their health information in their electronic medical record in a timely manner and without 
charge; 

• To request clinical services in their preferred language through use of a medical interpreter service  
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Student Name _______________________ 
         Student ID Number ___________________ 

 
USE OF PROTECTED HEALTH INFORMATION: ASU HS uses an electronic medical record 
system. Records regarding treatment and services are stored on a HIPAA secure server, entirely 
separate from academic records. ASU HS maintains records per federal and state regulations. For 
more information about privacy, security, use, and disclosure of protected health information, 
please see “ASU Health Services Notice of Privacy Practices”. 
 
LIMITS OF CONFIDENTIALITY: Information about health records will not be disclosed without the 
permission of the patient (or parent/legal custodian for students under 18 years) except where 
mandated by law, including imminent risk of harm to self or others, abuse of a protected person 
(e.g., child, elder, disabled), court order, or where otherwise required or permitted by law. 

TREATMENT OF MINORS: For individuals under 18 years of age, emergency care may occur 
without parent/guardian permission. However, all other services, including non-emergency 
assessment and treatment, require the consent of a parent or legal guardian. Please see ASU HS 
form: “Parent/Guardian Consent for Medical Treatment” 

CLINICAL PROVIDERS: Patients meet with a member of our multidisciplinary team of medical 
providers. Medical providers who are independently licensed in Arizona by their respective 
licensing boards sign all records. All providers at ASU HS can consult with any other provider 
within ASU HS to ensure high quality care. 

 
SERVICE FEES: I understand that all services rendered to my child/ward, who is an ASU student, at 
ASU Health Services will have fees associated with them whether or not I choose to utilize health 
insurance for payment. ASU Health Services may offer a "cash discount" for those who charge their 
visits directly to their student account. 
 
I understand that my child’s/ward’s complete insurance information must be provided to ASU Health 
Services at the time the service is rendered or no later than 48 hours after the appointment in order to 
bill the insurance company. I understand that ASU Health Services may bill my child’s/ward’s insurance 
even when the insurance is not contracted with them, and I am responsible for any charges that are not 
covered by the insurance plan. 

 
I understand that if my child/ward has a Medicaid (AHCCCS) insurance plan that is not contracted with 
ASU Health Services, I will be responsible for all charges.  If my chilid/ward has a Medicaid plan from 
outside of Arizona I will be responsible for all charges.  
 
I hereby authorize ASU Health Services to furnish information to insurance carriers concerning my 
child’s/ward’s illness, condition and treatment, and I hereby irrevocably assign to ASU Health Services 
all payments for medical services rendered to myself or my dependents.  
 

CONSENT: I have read and understand all of the information contained in this ASU HS Consent for 
Treatment. My signature below indicates my consent for treatment of my minor child/ward.  
 
_________________________________________  ________________________________ 
Parent/Legal Guardian Signature    Date 
 
Parent/Legal Guardian Name:  _________________________________________________ 
Relationship to minor ASU Student:  _____________________________________________ 
Phone Number:  _____________________________________________________________ 
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ASU Health Services      Student Name ________________ 

Notice of Privacy Practices    Student ID Number _____________ 
 

Your Information. Your Rights. Our Responsibilities. 
 

This notice describes how medical information about you may be used and disclosed, and how you can get access to 
this information.  Please review it carefully. 

Your Rights: When it comes to your health information, you have certain rights. This section explains your rights and 
some of our responsibilities to help you. 
Get an electronic or paper 
copy of your medical record 
 

• You can ask to see or get an electronic or paper copy of your medical record and other 
health information we have about you. Ask us how to do this. 

• We will provide a copy or a summary of your health information, usually within 30 days of 
your request. We may charge a reasonable, cost-based fee. 

Ask us to correct your medical 
record 
 

• You can ask us to correct health information about you that you think is incorrect or 
incomplete. Ask us how to do this. 

• We may say “no” to your request, but we will tell you why in writing within 60 days. 

Request confidential 
communications 

• You can ask us to contact you using a specific secured method (e.g., portal or phone) or to 
send mail to a different address. 

• We will say “yes” to all reasonable requests. 

Ask us to limit what we use or 
share 

• You can ask us NOT to use or share certain health information for treatment, payment, or our 
operations. We are not required to agree to your request, and we may say “no” if it would 
affect your care. 

• If you pay for a service or healthcare item out-of-pocket, you can ask us not to share that 
information for the purpose of payment or our operations with your health insurer.  We will 
say “yes” unless a law requires us to share that information. 

• You have the right to protections of your reproductive healthcare information which cannot be 
disclosed for criminal, civil or administrative investigations or actions unless explicitly 
authorized by law. 

Get a list of those with whom 
we’ve shared information 

• You can ask for a list (accounting) of the times we’ve shared your health information for 6 
years prior to the date you ask, who we shared it with, and why. 

• We will include all the disclosures except for those about treatment, payment, and health 
care operations, and certain other disclosures (such as any you asked us to make). We will 
provide one accounting a year for free but will charge a reasonable, cost-based fee if you ask 
for another one within 12 months. 

Get a copy of this privacy 
notice 

• You can ask for a paper copy of this notice at any time, even if you have agreed to receive 
the notice electronically. We will provide you with a paper copy promptly. 

Choose someone to act for you • If you have given someone medical power of attorney or if someone is your legal guardian, 
that person can exercise your rights and make choices about your health information. 

• We will make sure the person has this authority and can act for you before we take any 
action. 

File a complaint if you feel your 
rights are violated 

• You can complain if you feel we have violated your rights by contacting ASU Health Services 
Privacy Officer, PO Box 872104, Tempe, AZ 85287-2104 or by calling       480-965-3349.   

• You can file a complaint with the U.S. Department of Health and Human Services Office of 
Civil Rights by sending a letter to 200 Independence Avenue, S.W., Washington, D.C. 20201, 
calling 1-877-696-6775, or visiting www.hhs.gov/ocr/privacy/hipaa/complaints/. 

• We will not retaliate against you for filing a complaint. 

 
Your Choices: For certain health information, you can tell us your choices about what we share. If you have a clear 
preference for how we share your information in the situations described below, talk to us. Tell us what you want us to 
do, and we will follow your instructions.  
In these cases, you have both 
the right and choice to tell us to: 

• Share information with your family, close friend, or others involved in your care 

• Share information in a disaster relief situation 

• Include your information in a hospital directory 
[If you are not able to tell us your preference, we may share your information if we believe it is in 
your best interest. We may also share your information when needed to lessen a serious and 
imminent threat to health or safety.] 

In these cases, we never share 
your information unless you 
give us written permission: 

• Marketing purposes 

• Sale of your information 

http://www.hhs.gov/ocr/privacy/hipaa/complaints/
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• Most sharing of psychotherapy notes 

In the case of fundraising: 
 

• We may contact you for fundraising efforts, but you can tell us not to contact you again. 

 
Our Uses and Disclosures: We typically use or share your health information in the following ways: 
Treat you • We can use your health information and share it with other professionals who are treating 

you. 

Run our organization • We can use and share your health information to run our practice, improve your care, and 
contact you when necessary. 

Bill for your services • We can use and share your health information to bill and get payment from health plans or 
other entities. 

Help with public health and 
safety issues 

• We can share health information about you for certain situations such as: 
o Preventing disease 
o Helping with product recalls 
o Reporting adverse reactions to medications 
o Reporting suspected abuse, neglect or domestic violence 
o Preventing or reducing a serious threat to anyone’s health or safety 

Do research • We can use or share your information for health research. 

Comply with the law • We will share information about you if state or federal laws require it, including with the 
Department of Health and Human Services if it wants to see that we’re complying with 
federal privacy laws. 

Respond to organ and tissue 
donation requests 

• We can share health information about you with organ procurement organizations. 

Work with a medical examiner 
or funeral director 

• We can share health information with a coroner, medical examiner, or funeral director when 
an individual dies. 

Address workers’ 
compensation, law 
enforcement, and other 
government requests 

• We can use or share health information about you: 
o For workers’ compensation claims 
o For law enforcement purposes or with a law enforcement official 
o With health oversight agencies for activities authorized by law 
o For special government functions such as military, national security, and 

presidential protection services 

Respond to lawsuits and legal 
actions 

• We can share health information about you in response to a court or administrative order, or 
in response to a subpoena. 

 

 
Our Responsibilities: 

• We are required by law to maintain the privacy and security of your protected health information. 

• We will let you know promptly if a breach occurs that may have compromised the privacy or security of your 

information. 

• We must follow the duties and privacy practices described in this notice and give you a copy of it. 

• We will not use or share your information other than as described here unless you tell us we can in writing. If you 

tell us we can, you may change your mind at any time. Let us know in writing if you change your mind. 

• When we receive a request for protected health information (PHI) potentially related to reproductive healthcare, 

we, as a regulated entity, are required to obtain an attestation from the requestor that the use or disclosure is not 

for a prohibited purpose. This applies when the request for PHI is for: • Health oversight activities • Judicial and 

administrative proceedings • Law enforcement purposes • Disclosures to coroners and medical examiners. 

For more information, see www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html. 
Changes to the Terms of This Notice: We can change the terms of this notice, and the changes will apply to all information we have 
about you. The new notice will be available upon request, in our office, and on our website eoss.asu.edu/health 
To file a complaint, please contact: ASU Health Services Privacy Officer, PO Box 872104, Tempe, AZ 85287-2104 or by calling       
480-965-3349.   
You may also file a complaint with the U.S. Department of Health and Human Services Office of Civil Rights by sending a letter to 
200 Independence Avenue, S.W., Washington, D.C. 20201, calling 1-877-696-6775, or visiting 
www.hhs.gov/ocr/privacy/hipaa/complaints/. 
If you wish to discuss any of this information with an ASU Health Services staff member, please call 480-965-3349. 

http://www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html
file:///C:/Users/mhoertz/AppData/Local/Microsoft/Windows/INetCache/Content.Outlook/55VWDCOV/eoss.asu.edu/health
http://www.hhs.gov/ocr/privacy/hipaa/complaints/

